Introduction
Intracystic papillary breast carcinoma is a rare entity of invasive breast cancer accounting for approximately 0.5%. 1 It is most frequently seen in elderly postmenopausal women with age range between 55-76 years. It also occurs in males and is the second most common cause of breast carcinoma in males. 2 Only a few cases of intracystic papillary carcinoma of breast has been reported in women less than 40 years of age. 3 This article reports a case of synchronous bilateral intracystic papillary carcinoma and invasive ductal carcinoma of breast in a 34 year old female. Its occurrence in a young female is noteworthy.
Case report
A 34-year-old female presented to the radiology department for bilateral mammogram examination during her postpartum period with a history of a painless lumps in right peri-areolar region and in upper inner quadrant of left breast for 2-3 years. Initially, the lesions had been small, but had greatly increased in size during pregnancy especially the left breast lesion. She also complained of mild bilateral nipple discharge. On examination, firm to hard lesions were palpable which were partially fixed to the underlying structures. Overlying skin was normal without evidence of nipple retraction. She had a positive family history of breast carcinoma.
Standard cranio-caudal (CC) and mediolateral oblique (MLO) views of both breasts were done. Markers were placed at the site of palpable lumps. Mammogram demonstrated bilateral dense breast parenchyma. In right breast, a well defined, small, isodense oval shaped mass was seen in periareolar location with a smooth margin. In left breast, a large well circumscribed isodense mass was present in upper inner quadrant, with slightly indistinct margins along its superior aspect merging with the breast parenchyma. There was no evidence of surrounding architectural distortion, skin thickening or nipple retraction.
No pleomorphic micro calcifications were present ( Fig. 1 ).
On ultrasound examination, a well defined oval shaped hypoechoic cystic lesion was seen in periareolar region of right breast measuring 1.1 x 0.6cm with intracystic solid component. (Fig. 2) . A few small hypoechoic masses were also present at 10-12 o'clock position. In the left breast, a large well defined oval shaped, thick walled, cystic lesion was seen at 10- Increased vascularity was noted within the solid component on color Doppler. Imaging appearances of both masses were suggestive of suspicious lesions (BIRADS Category 4). Biopsy of the lesions revealed bilateral intracystic papillary carcinoma along with invasive ductal carcinoma.
Discussion
Encapsulated papillary carcinoma, also known as intracystic papillary carcinoma (IPC), is the term used to describe a solitary, centrally located malignant papillary proliferation involving a cystic dilatation of a duct. Carter et al. 4 classified papillary carcinomas in to invasive and non invasive types. Non invasive type is further divided into two types. Diffuse form, as an intracystic variety of ductal carcinoma in situ (DCIS) and localized form as intracystic papillary carcinoma. IPC is further sub divided into three categories. IPC alone (pure form), IPC along with DCIS and IPC with invasive carcinoma. These lesions usually present as a painless mass for long duration with bloody nipple discharge.
On mammography, papillary carcinomas mostly present as well circumscribed round, oval or lobulated lesions. They have smooth margins but may show indistinct margins at sites of local invasion. There are no spiculations and axillary lymphadenopathy is infrequent. Mammographic differentials would include benign cyst, haematoma, invasive ductal carcinoma, colloid or medullary carcinoma. 3, 5 On ultrasonography, papillary carcinoma show three basic profiles: (a) complex anechoic cystic mass with internal echogenic solid component showing vascularity within solid component on color Doppler (b) intraductal mass with or without duct dilatation (c) solid pattern with an intraductal mass completely filling the duct. They may show microlobulation with indistinct margins. Large solid components have a higher incidence of intracystic hemorrhage giving rise to internal echoes. 6 The cystic portion may show septations. Heterogeneous echotexture, and irregular border of the solid papillary mass and intracystic vegetations are criteria suspicious of malignancy.
MRI is sensitive but not specific in diagnosing papillary lesions. Contrast enhanced study may show enhancement of cyst wall, septations and solid mural components. 6 Recent literature reveals that IPC is associated with DCIS and invasive breast carcinomas in 40% of the cases. 3 IPC are usually low to intermediate grade tumors on histopathology without necrosis. However, if associated with invasive cancers they are found to be of nuclear grade three with necrosis. 7 On immunohistochemistry, these are usually estrogen receptor, and progesterone receptor (ERPR) positive and show negative Her2Neu. 8 Ultrasound guided core needle biopsy of intracystic lesion has usually false negative results as the site of biopsy is central and invasion is mostly seen at the periphery of the lesion. Complete local excision of the tumor with clear margins is the most appropriate surgical treatment with or without adjuvant radiotherapy. Mastectomy may also be another management option. 9 Metastasis to axillary lymph nodes may occur in 14% of the cases, 10 therefore, an axillary staging procedure or clearance is recommended. Axillary intervention includes dissection or sentinel lymph node biopsy. This case is unique due to synchronous and bilateral involvement. Furthermore, it is coexistent with invasive ductal carcinoma which has been reported in the literature to be associated with it in only 40% of the cases. Papillary carcinomas are low grade, slow growing tumors with relatively better prognosis showing a 100% survival rate at 10 years and disease free survival of 91%. 9 It is a rare variety of breast carcinoma and often mimics a benign lesion clinically, therefore, it should be kept in mind as a differential diagnosis in palpable breast lumps. A high clinical suspicion with triple assessment is necessary for diagnosis.
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